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The question, **How doee school physical therapy really 
relate to education?** is being asked increasingly as 
administrators look for ways to trim costs, as therapists ore 
harder to lure from higher paying ^obs, and as school districts 
everywhere attempt to improve their educuational programs and 
make them more effecitve and efficient. 

I imagine most of you have heard or said things like school 
PT relates to education because PTs work on head control and so 
and so needs head control to be able to see the blackboard, or 
working on Susie^s equilibrium reactions in standing will lead 
to walking so she can be more independent in school. These 
sort^ of vague and futuristic examples are probably true, but I 
think that school PT can have a far greater and more direct 
impact on students^ educational programs than is implied by 
examples like these. 

For some students school PT will make the difference of 
whether or not they are able to be maintained in the least 
restrictive environment - or even get to it. For others PT can 
make the difference in whether or not they can actually achieve 
their educational goals, and for very young students, cognitive. 
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•ociol, comiunicotxve ond oth^r interrelated areas of development 
are cloeely tied to motor development and mobility, which a 
therapist is uniquely capable of facilitating. 

I^m going to be talking much more specifically about ways 
that physical therapy can relate to education when I compare the 
medical and educational models of service delivery a bit later 
on, but first I^m going to give some background about why PTs are 
in schools, about what they do in a general sort of way, and then 
will give some of the reasons school PT may not always be as 
educationally relevant as it could be. 

The first thing we^ll look at is, why do we have physical 
therapists in the public schools? 

A lot people think that physical therapists and handicapped 
students entered the public schools together in September, 1978 
when PL94*142 was implemented. This was probably true in many 
places, but there were a number of school districts throughout 
the country had long traditions of providing education and 
physical therapy for physically handicapped children. Usually 
the students attended schools specifically for handicapped 
students, sometimes with names like hospital schools or cerebral 
palsy schools, and therapy was provided much it might have been 
in a hospital or clinic. Students received their treatments 
from their therapists and their education from their teachers, 
and the two rarely tried to coordinate what they were doing, 
except maybe to see that schedules didn^t conflict. This is how 
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it was wh«n I first stort«id working in ths public schools severol 
ysors bsfors 94*142 wss inplsnsntsd. I spsnt nost of ny time on 
ths nsts in ths PT room and my students were brought to ne by our 
aids who wors whits uniforms. I did somsthing to the kids, 
presumably something to make them better, and then ssnt them back 
to their classrooms. 

Thsn PL94-142 was passsd and implsmsnted and all of that 
changed. Now there was a law that said related services, 
including PT, were to be provided when they were necessary 
for students to benefit from special education. All of a 
sudden the law said that thsrapy had to be related to education, 
rather then to medicine where it had been comfortably entrenched 
for a very long time. 

This change from a medical to an educational focus hasn^t 
been easy» not only for therapists, but also for parsnts, 
teachers, physicians and othsrs involvsd with handicappsd 
students. 

The change has been difficult for therapists bscauss most of 
us were trained to work in clincial settings, such as hospitals, 
rshab centsrs or privets practice offices, where the emphasis is 
on helping patients achieve medical gonls. PT training usually 
includes a few weeks in specialty areas such as geriatrics, 
orthopsdics and pediatrics, but there is rarely much opportunity 
for students to pursue specialties, such as school therapy, until 
after graduation, when they are already working. And it is 
probably more difficult for school therapists to learn their 
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specialty than it is for other theropiete because school therapy 
has been said to be farther removed from the traditional role of 
physical therapy than any specialty within the profession. 

Therapists^ training is not the only thing though that often 
causes therapy to be more medically than educationally focused. 
Parents, teachers, physicians and administrators often have 
expectations that reflect a medical models because their notion 
of what therapists do is usually also based on the traditional 
medical model. Teachers often like and expect students to be 
taken out of the class for therapy so they have more time to work 
with other students, parents often lobby for more 1:1 treatment, 
thinking that if their children ^ust got enough the problems 
might go away and in states where therapists need physicans^ 
prescriptions, they are often medically oriented because that is 
how physicans were trained too. 

I think that you can see how therapists^ training and 
experiences and the expectations of other has made it something 
of a struggle to develop therapy services that are truly and 
directly related to students' educational goals. Gradually 
though, the role of therapists in the public schools is being 
redefined and clarified, and a new and unique professional 
identity is being developed. 

So, what is this new role for PTs and what do they do in 
schools that's different from what they do in clinical settings? 
We'll start to answer this question by going over the American 
Physical Therapy Association's policies and guidelines for 



5 



5 

physical thsropy practice in educational environnente and then go 
on to be much more specific. 

First, very generally, what do school physical therapists 
do? American Physical Therapy Association guidelines define the 
school therapist^ s role as being concerned with providing 
services that prevent or minimize disability, relieve pain, 
develop and improve sensory and motor function, control postural 
deviations, and establish and maintain maximum performance 
within the individual's capabilities. 

There doesn't seem to be anything wrong with that, it's a 
nice vague definition that covers most everything a therapist 
would do in educational settings - and in most any other setting 
too. 

The guidelines also state that services within the educational 
environment are directed toward the development and maintenance 
of the handicapped child's physical potential for independence in 
all education related activities. 

This sounds somewhat more educationally related, but it still 
pretty vague and non-specific, and isn't very helpful to a 
therapist trying to decide what to do and how to do it. 

The guidelines then go on to talk about the kinds of services 
that might be provided in schools. Again, they aren't too 
helpful, but they are useful to keep in mind when we talk a bit 
later on about the different types of educationally related 
services. 

The types of physical therapy services that can be provided in 
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thm achoola includ*: 

1. scrssning - scrMning can be done either individuolly or 
in groups to try to find previously undetected problems, or to 
decide if possible problens need more thorough evoluotion* 

\m o therapist I often screened students individuolly who 
teachers had questions about, but weren^t ready to refer for a 
full evaluation, and sometimes screened classrooms of students 
in a mildly handicapped program for gross motor problems. 
Therapists may also be involved in other group screenings, such 
as of kindergarteners or for scoliosis, but these are often done 
by classroom and PE teachers, school nurses or other school 
personnel . 

2. evaluation - which is a more thorough individual 
assessment to determine what a student's problems problems might 
be and to determine appropriate intervention. As we'll talk 
about in a few minutes, the focus of the evaluation and the 
questions that are asked greatly effect whether or not school 
therapy is educationally related or not. 

3. treatment - which is what many people think of as the 
primary responsibility of school therapist. As we'll see, it 
can be important, but may not always be the most effective or 
relevant service. 

4. program planning - which means working with a student's 
whole educational team to develop educational goals and methods 
for achieving them. 

5. consultation - which we are also going to be talking more 
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th«ir students '*stud«nts** or "kids** (or noybe something nore 
dsscriptivs! > just os other school personnel do. 

Another feature of o medical model is thot students ere 
•voluoted owoy from the contexts of their everyday environments. 
This usually means thot the theropist tokes the student to a PT 
room or to onother spot owoy from the classroom or other school 
activity areas and evaluates the student there. This could be in 
a therapy room, on the stage, in the bookroo» or in the nurses 
office, but, wherever it is, it is away from the student^s 
natural environment. 

The form of the evaluation will vary depending of the 
student^s disability, but it will probably focus on the child^s 
basic physical functioning and status. For example, if the child 
has cerebral palsy the evaluation would probobly focus on such 
things as muscle tone, reflexes and automatic reactions, gross 
motor developmental levels, range of motion, and perhaps some 
specific skills, such as transfers to a mat table and wheelchair 
pushing. Other students might get a manual muscle test, gait 
•valuation or asessment of orthotic devices. So far I^ve only 
mentioned things that are traditionally evaluated by PTs, but 
there are a lot often done by OTs that could also be included, 
such evaluation of fine motor developmental level, sensory 
motor ski lis , dressing, eating and upper extremity orthoses . 
Again, in the medical model most, if not all of these things, 
would be assessessed in an isolated place, usually somewhere set 
aside for therapy. 
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If PT ••rvicM arm to be «ducotionolly r«l«vont, it only 
nokM sense for students to be evoluoted in the settings in which 
their educotionol progroiia» take ploce. With s newly referred 
student pert of en initial evolustion »oy be very troditionol, 
such OS gothering medicol infometion end reports obout previous 
theropy programs. It nay olso be necessory to do o traditionol 
PT assessment - looking at muscle tone, relflexes ond 
developmental levels. But quickly the focus must «iiove to how 
these things are affecting this particular student's educational 
program and this can only by done within the context of the 
student's real educotional environments. 

I think that the first step in nearly all evaluations has to 
be to talk to students' classroom teachers about how they see the 
students' disabilities are interfering with educational 
achievement and the contribution they think therapy might 
make. Obviously there can be a huge range of concerns, depending 
on such things as the student's age, disability, abilities and 
placement, and a similar range of hopes for therapy, some 
approriate, some not, some realistic and some not. 

After learning what the concerns are, the next step is 
usually to observe the student in the classroom and other 
locations where problems have been identified or are likely. 
Evaluation in real environments al.nost always reveals problems 
that aren't detectable during an isolated evaluation in the PT 
room down the hall and the problems that are detected in real 
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school •nvironnsnts or« those that are directly related to 
students^ educational prograne. 

An example night be that an educational goal for a profoundly 
handicapped student ie to "reach end grasp" - this is one that 
shows up all the tine. Evaluation down the hall probably 
wouldn't show the need for the student to learn this activity 
and nost certainly wouldn't show the need for the classroom 
staff to learn ways to facilite it throughout the school day. 
Another example might be a kindergartener who's having trouble 
sitting on the floor during show and tell or using the classroom 
bathroom. Another child may be working harder than necessary to 
write # or to access a computer. 

Of course the classroom is not the only place students 
learn and have to function. Evaluation often also needs to take 
place in the lunchroom, the bathroom, the hall, PE, home ec, wood 
shop, the community and home - - and it requires input from 
anyone involved — parents, other related services personnel 
- and, quite often the student. 

This type of evaluation (and intervention when we come to it) 
is very much in line with a recent position paper of the related 
services subcommittee of TASH (the Association for Persons with 
Severe Handicaps), which says related services personnel will: 

1. Establish priorities with parents/advocates and other 
team members. 

2. Observe and assess persons with handicaps in natural 
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Mttings. 

3. Collaborate with fanily and team nambera to provida 

intarvantion atratagias and adaptationa that optimize 
participation in natural aattinga. 

4. T^ach apacific and individual izad procaduraa to anhanca 
functional poaitioning, novanant^ and connunication 
abilitiaa in natural aattinga. 

5. Evaluata tha af f activanaaa of intarvantion procaduraa 
baaad on parfornanca outconaa in natural aattinga. 

Ona quaation an evaluation auat anawar ia, '*Ara achool 
tharapy aarvicaa, in any of it^a guiaaa, naadad at all?'* Not all 
phyaically handicapped atudanta naad tharapy aarvicaa bacauaa 
thair handicapa may not ba interfering with their educational 
prograna, or tharapy aervicea nay not be expected to change the 
aituation. A fifteen year old with apaatic diplegia may be doing 
fine in achool, but not be able to keep up in the track unit 
of hia PE claaa. Theresa not much I can do about that» or to 
change hia "funny" gait. Another atudent in a claaaroom for 
multiply handicapped atudanta may have a teacher who through the 
yeara haa become expert in handling and poaitioning the student 
and facilitating movement during educational activities. So PT 
night jumt involve monitoring and consult aa needed. 

In the medical modal two things seena to weigh the noat 
heavily when looking at need for therapy - aeverity of handicap 
and age. With thia model younger atudanta rather automatically 
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r«c«iv« more MrviCM than old«r students, who in some plocos moy 
r«c«iv« non«, and mora aavaraly handicappad atudanta ara thought 
to naad mora tharapy than atudanta who ara laaa aavaraly 
handicappad. Thia aaama to ba a raault tharapiata^ training in 
davalopmantal traatnant, which focuaaa on normalizing 
davalopmant, ao of couraa will have a graatar impact on youngar 
childran and on tha madical practica of providing tha moat 
intanaiva cara to thoaa who ara tha moat dyaf unctional • 

In tha aducational modal » atudanta naada for tharapy are 
avaluatad according to thair own individual, changing naada, not 
according to aoma pradatarminad aga or aavarity citaria Evan 
though a fourtaan yaar old may ba aaid to hava plataauad or 
raachad hia potential in davalopmantal tarma, ha atill may kimmd 
to laarn to gat around in tha community, aharpan a pencil in 
math claaa, reach the atove in home ec or open hia locker in hia 
new achool • 

It^a uaually a good idea to have a ayatematic way during 
an evaluation to decide whether or not a atudent naeda therapy, 
which of couraa ahould reflect an educational need. A lot of 
achool diatricta have developed guidelinea, and many of them ara 
baaed at leaat partially on a tool that I have worked with called 
Pediatric Sera >ning: A Tool for Occupational and Phyaical 
Therapiata - which ia liatad in the references and reaourcea 
part of the handout. Although I think the tool could uae aome 
more work to make mora apecifically relate to need for achool 
therapy (I aapecially don't like automatically giving mora pointa 
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to young«r children!) it do«« h«lp therapists to look ot the 
mmmm things every tine ond to osK those inportont questions obout 
the need for therapy os it relotes to educotion. 

Once the student hos been evoluoted o report is usuolly 
written^ which under o nedicol nodel will be written in PT - 
ese, with a lot of tolk obout things like equilibriun reoctions, 
trunk rotation, primitive reflexes ond ronge of notion. An 
educationally related report, in contrast, will be understandable 
and meaningful to teachers and parents, will directly address 
their concerns and the student ^s educational needs, and will 
provide a basis for deternining if therapy related goals are 
being achieved. 

After the student has been evaluated its tine to think about 
goals and objectives. With a nedical nodel, goals and objectives 
often enphasize developnent of underlying physical potential, 
rather than specific functional skills. The intent here is to 
solve the basic problen so the patient will have the prerequisite 
skills that will allow functional skills to develop 
spontaneously. The sorts of things I'n talking about are like 
those that night be nentioned in an evaluation report, such as 
inproving nuscle tovie, equilibriun reactions, head control and 
range of notion. When these goals and objectives are turned into 
part of an lEP, they are usually written separately fron the rest 
of the lEP, often tacked onto the end and called sonething like a 
related services lEP or a therapy addendun. 

Using an educational nodel, things are a little different. 
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Goals «nd objectivM ar« diractly ralatad to students^ 
•ducational programs, ars functional, ars writtsn in educational 
tsrns and ars intsgratsd into studsnts^ overall lEPs. 

Thxs all sounds very reasonable, but it^s often very difficult 
to translate traditional PT terninology, goals, objectives and 
practices into educational ones. l^m going to show sone examples 
of how to do this, but first will go over sone questions that 
are inportant to ask when deternining overall goals and 
objectives, which, of course, those to do with PT are a part. 

Host often we are dealing with %>tudents who have a lot of 
needs and because we can^t do everything, we have to decide what 
to do that will nake the nost positive difference for the 
student. SoMe questions that can help to identify these things 
are : 

1. What are the needs and innediate concerns of the student^s 
teachers and parents? What can help to nake the student easier 
to live with? What are the student's concerns? 

2. How functional is the proposed objective? Is it in 
itself a useful activity, that provides natural reinforcers, and 
can it be expected to facilitate further learning? For example 
grasping a spoon can be far nore useful and naturally reinforcing 
than grasping a peg, and transferring to a toilet far nore useful 
than transferring to a nat table. 

3. Realistically, is there tine to achieve a proposed 
objective? Are there other functional, significant objectives 
that are more likely to be achievable? Sometimes when working 
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in a vary d«v«lopii«ntol type of woy, I have felt like none of ue 
will live long enough to get the student for enough along on the 
developmental scale to make nuch difference. Are there other 
skills, even splinter skills, that night be nore achievable and 
nake nore difference? 

4. How often are the skills needed in the student's 
environnent? Will the hone and school environment help maintain 
the skill? Are the skills likely to be needed in the future? 
Are they appropriate for any age person or will they have to be 
replaced later? Are they an unnecessary prerequesite to a 
higher level skill? 

So, with soee of that in mind, and the need for objectives to 
be educationally relevant, functional, and written in educational 
terms we'll look at some examples. (Overhead) 

On to treatment. In the medical model, goals and objectives 
nearly always require the direct 1:1 intervention by a therapist, 
or perhaps a therapy assistant, and treatment is usually in 
isolated settings, emphasizing development of basic developmental 
motor skills like head control, propping on elbows, rolling, 
crawling, sitting and so forth. This is especially true for 
students who have cerebral palsy. 

In the educational model, direct i:i therapy is only one of a 
range of direct and indirect services may be provided to meet the 
student's educational goals and objectives. If direct treatment 
is needed it usually focuses on functional skills in natural 
educational environments. 
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At this point thot is probobly the only thing that mokes 
sense, but therapy in everyday settings is often the moat 
identifiable and meaningful sign of therapy that is truly 
integrated into an educational program. Very rarely there are 
times when 1:1 training in isolated settings is needed to develop 
specific skills, but these instances should be few and short 
term. 

The specific location of direct therapy, or, more likely, the 
several locations, will vary with the student^s needs and the 
type of educational program. For example, it is usually very 
appropriate to work on basic developmental motor skills in a 
preschool classroom or early elementary special education 
clossroom. Students at this age level can usually benefit from 
developmental therapy and motor development is an integral part 
of most early childhood programs. Basic skills can often be 
developed during actual classroom activities, rather than by 
using large balls and bolsters, which we don't see real often in 
real life. For example, sitting balance can be facilitated 
and practiced while a student is involved in a table or floor 
activity, head control can be facilitated during a movie or show 
and tell time, or standing balance can be facilitated and 
developed while painting at an easel. There are usually hundreds 
of opportunities every day to help these young students improve 
their basic developmental status in functional ways, and 
providing therapy in the classroom not only lets the therapist 
take advantage of some of them, but can teach the classroom staff 
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how to toke odvontog« of others. 

It^u oft«n th« most difficult to integrate i:i theropy into 
the cloeeroo» of young etudente who might etill benefit from 
basic developmental therapy, but are in regular first or second 
grade classes. It^s usually inappropriate to do much handling in 
the classroom, but it often very appropriate and necessary to 
work both in the classroom and other locations to develop 
specific functional skills . 

Beyond the second grade or so, basic developmental therapy is 
usually not likely to provide much more, and emphasis should be 
on training specific skills where ever they are needed - 
throughout the school and the community. Direct therapy is 
often needed in the inital stages of skill development to work 
out how something will be done and to gain initial skills, 
and then further development is often beet supervised by 
classroom staff and others who interact with the student on a 
regular basis. For example a PT may work directly with a 
student to discover optimal positioning and facitation techniques 
to enable the student to point to selections on a communication 
board. Once these have been worked out, in conduction with the 
speech clinican and teacher, further practice is turned over to 
them, with the PT coming in as necessary when things go wrong. 
Other examples are when a PT works out ways a student can 
transfer with the aid of only one person, or finds feeding 
techniques that work for a particular student or helps a student 
learn to open and close doors from a wheelchair. Once the 
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student beconos proficient enough ond the technique eppeere to be 
working, it ie ueuolly time to turn the reet of the training over 
to someone else, especially when therapist ^s time is very 
limited. 

This leads into the next comparison between the medical and 
educational models - the types of services provided. 

In the medical model direct, 1:1 therapy is used most often 
to cure the patient and send him on his way. This rarely happens 
in schools. As we^ve mentioned already, some students will need 
direct therapy to develop skills necessary to achieve educational 
goals and this direct therapy can be provided individually or in 
groups. It^s hard to think of an instance though where direct 
theropy is all thot is needed. The indirect services are often 
the most significant and the most time consuming. Two of the 
most important indirect services are consulation and provision of 
equipment. 

Consultation with o wide range of school personnel, parents, 
medical personnel and community resources moy be necessary, but 
if physically handicapped students are to achieve educationally, 
consultation with teachers and parents is essential. Therapists 
usually work with students a couple of hours a week at the most, 
but classroom staff and parents are with them for hours every 
doy. It^s pretty obvious thot intervention will be much more 
effective if these people learn how to handle the student in 
therape^utic ways, or facilitate more normal movement, or seat 
the student well in a wheelchair, or encouroge independent 
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nobility 9 or feed him theropeuticolly » or cny of dozens of other 
everydoy octivitiee end needs thot con be done in woys thot will 
help students achieve those gools fostrr and more f unctionolly . 

This sounds re^ssonoble but ifs often herd to do, moinly I 
think because therapists usually are not trained to be 
educational consultants and teachers are not trained to use 
therapists as consultants. The reverse is also true, teachers 
weren'^t trained to be consultants to therapists and therapists 
usually don^t know how to use teachers as consultants. I'll say 
**teachers'* ^ust to keep things simple, but most of what I'll be 
talking about also applies to other reloted services personnel » 
such as OTs and speech pathologists, and it often applies to 
parents . 

I think that if studenta are evaluated within the context of 
the educational setting, with input from parents and school 
personnel, and educational goals and objectives are mutually 
determined, what the therapist needs to do and what the teacher 
needs to do should be more obvious. 

I'm going to talk now about some of those things that 
tnerspists and teachers can do to make a consulting more 
effective - and more meaningful to students. 

Therapists need to delegate and train those tasks that can 
be appropriately and more effectively carried out by others. 
We're often used to doing it all ourselves, and have to learn how 
to delegate and to teach other adults. This is very much in line 
with the transdisciplinary model of service delivery in which 
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professionals consult with othsr professionals » acquire sons of 
the other person ^s knowledge and then incorporate that knowledge 
into thoir own practices. Teachers can acquire knowledge that is 
appropriately given by therapists and therapists can acquire 
a teacher ^s knowledge* then both can incorporate the other ^s 
knowledge into their own interactions with a student. For 
exanple, a teacher may learn how to position a student optimally 
in a wheelchair and facilitate hand function so the student can 
use a computer or can interact with oboecte. Of course it^s 
essential that everyone interacting with students learn 
appropriate handling and facilitation techniques so they can be 
a part of the student^s everyday life* not jumt something that^s 
done during therapy tx. On the other hand, there are dozens of 
ways a therapist can Incorporate others' expertise. A couple of 
simple examples are having a student practice math and reading 
skills when going to a neighborhood shopping area to learn 
electric wheelchair skills or using methods to improve a 
student's communication board skills whenever the therapist 
interacts with the student. 

That sounds fine* but it's usually not that easy, especially 
when a medical model is at work. In the medical model the 
therapist may be willing to relinquish some knowledge » but often 
puts it In the form of an order or prescription^ "You will do 
such and such exercise so many times a day and position the 
student in these devices* changing positions every so many 
minutes. See you In two months." This may be an exaggeration* 



21 



21 

but too often it^s feirly close to the woy things work. Ae I^ve 
said so iiony tines befors, in the educotionol model » gools end 
objectives end reeponsiblity for eoch port of the lEP ore 
determined by the whole educotionol teoe. If the teon hos 
decided thot these exercises ore to be port of the educotionol 
progron ond thot the theropist is responsible for teoching the 
teocher how to do then and the teocher is responsible for seeing 
that they are done, there ahouldn^t be any problena. 

They both have sone other reeponsiblxties though that are 
of tan overlooked. It is essential that the therapist check back 
res irly to see if things are working and if changes need to be 
nade, and to be sure thot any suggestions are essential and fit 
into the student^ s total educational plan. Teachers must also 
take responsibility for seeing that the activities fit into the 
plan# and# if »o# that they are carried out. It is usually a 
good idea if the teacher and therapist together work out data 
collection methods to document student participation in 
activities ond to record progress. One reeponsiblity that 
teachers often don^t feel confortable about is telling the 
therapist loud and clear when sonething isn^t working* if it 
isn^t relevant or when other problens or needs cone up. Host 
therapists aren^t nind readers so if there are problens teachers 
need to say so - to the therapist* via carrier pidgeon if 
necessary . 

When I was preparing this presentation I asked several people 
in special education how they thought physical therapy related to 
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•ducation. W«ll» I got an earful and much of it had to do 
with how tharapists function aa consultants. I^va alraady talkad 
about many of tha things thsy »sntionad» but havs sort of a grab 
bag Isft that I^d liks to throw in hsrs. 

0ns parson said that shs thought it was important for 
thsrapists to bs awars of and to dispal ths nyths that shs has 
sssn whsn working with ssvsrsly and profoundly physically 
handicappsd studsnts. A common myth sssms to bs that profoundly 
physically handicappsd studsnts ars too fragils for much 
handling^ so thsy tsnd to rscsivs far Isss than thsy nssd in 
svsryday school activitiss. Anothsr myth is that surgsry or 
bracss will taks cars of ths problsms, oftsn without ths nssd for 
follow*up thsrapsutic activitiss. Anothsr myth is that 
whsslchairs ars bad and that studsnts ars bsttsr off in various 
positions on ths floor » soms svsn saying studsnts can brsaths 
bsttsr whsn lying down. I'vs coms to bslisvs that thsrs is mors 
to lifs than looking at psoplss anklss and that a propsrly fit 
whsslchair is usually ths most thsrapsutic and functional 
positioning dsvics thsrs is. 

. A fourth myth is that physical activitiss bslong to ths 
thsrapist and "acadsmic" things to ths tsachsr, and that 
thsrapists ars only trying to gst ths tsachsrs to do thsir work 
whsn thsy consult rathsr than work dirsctly with studsnts. I 
think ws^vs talksd snough about ths importancs of sstablishing 
mutual goals and carrying ovsr thsrapsutic activitiss throughout 
ths day to taks cars of this myth, but it^s good to bs awars of 
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it, ond to •nsur« that what t«ochera ar« ask^d to do la Indaad 
fair and within thair capablitiaa. 

I hava talkad mainly about conaultation with taachara, but I 
think that much of it alao ralataa to conaultation with othar 
achool paraonnal and can alao apply to conaultation with paranta. 
Anothar typa of conaultation that I think can ba vary diffarant, 
but ia vary important ia conaultation with phyaiciana. A achool 
PT ia of tan a moat affactiva liaaon batwaan tha madical and 
aducational worlda of phyaically handicappad atudanta, and can 
act aa a tranalator in both. Phyaiciana of tan naad to know auch 
thinga aa how atudanta function in avaryday aattinga, not ^uat in 
tha clinic* and mayba how a plannad, but poatponabla, aurgary 
might affact a atudant^a aducation. Sinca phyaiciana ara uaually 
tha onaa that ordar aquipmant, it ia vary important for a 
tharapiat to provida input about what ia naadad and to follow up 
onca it' a dalivarad to aaa that it' a right. And vary gantly and 
diplomatically 9 aoma phyaiciana naad to laarn that thay ara a 
part of a handicappad atudant'a aducational taam, not tha laadar. 
In aoma placaa whara tharapiata naad phyaiciana' ordara^ 
phyaiciana hava triad to dictata what typa and how much tharapy 
atudanta will racaiva. Of couraa a phyaician'a input ia valuabla 
and ia of tan aaaantial* but it ia my baliaf and my undaratanding 
that thair ordara naadn't rathar automatically ba foliowad^ but 
will ba conaidarad along with tha input of othar mamabara of tha 
aducational taam. It can ba a raaponaiblity of achool tharapiata 
halp phyaiciana changa thair madical axpactation of achool 
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th«rapy • 

The ••cond inportont indirect service thot echool theropiets 
provide, thot l^m going to talk about, ie adaptive equipment. 
Good adaptive equipment can nake the difference between a student 
who can do sosething and one that can^t and between facititating 
a student^s physical potential and actually harming the student. 
There are as many types of adaptive equipment as there are 
students and such of it can have a very significant impact on 
students educational programs. For mai^^.y students the most 
important piece of equipment is a wheelchair. The right 
wheelchairs do many things, such as help students to hold their 
heads up and use their hands, help prevent increasing deformity, 
sometimes make independent transfers possible, and provide that 
all important means of independent mobility. 

Other positioning equipment can also be helpful, such as 
prone standers and floor sitters, and there is an endless array 
of devices to designed to overcome hand control problems such as 
adapted computer input devices, adaptive feeding equipment, 
adaptive typewriters, adapted crayons and scissors and 
communication device adaptations. Therapists often spend a lot 
of time and energy getting the right equipment for students, but 
like time spent training others, the effort can be far more 
worthwhile than many other things a therapist might do. 

The final comparison between the medical and educational 
models is the size of the caseload or student load. In the 
medical model therapists usually have fairly low caseloads so 
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th«y can provide oil of thot intensive 1:1 thiiropy. They olso 
usually hava far fawar of tha other raaponaiblitias of a school 
tharapiat • 

In tha educational nodal atudant loada nust ba nanagabla. 
It doaa no ona any good whan tharapiata ara rasponaibla for far 
too nany atudanta, which aaana to ba happening nore and nore 
frequently with the current ahorta^e of therapists. Tharapiata 
firat need objective waya to identify atudents who need school 
therapy. Then we need to manage our student loada in efficient 
and effective waya that provide reasonable aervicea to aa many 
atudenta aa poaaible. There may cone a tine however, when it ia 
iapoaaible to provide meaningful aervicea » whan it ia necessary 
to aay "no more". At that point I hope we can aay it haa become 
a achool adminiatrator^s problem. 
Some concluaion^: 
I think that achool phyaical therapy can be a vary valuable 
part in the educational programa of handicapped students, 
probably in an many waya as there are atud«>nts. For very young 
children therapy can help help provide the baaic movement and 
mobility that is easantial for cognitive, social and 
communication development. Therapy can train functional skills 
needed to participate in and benefit from an educational program 
and can teach teachers and parenta to provide more effective 
intervention. Proviaion of appropriate adaptive equipment can 
alao make a aignificant impact on educational achievement. 

A lot of thii ga muat happen for therapy services to be 
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•ducat ionally r«l«vant» but thr^a saam tha most basic and 
tha most critical. 

Firat, tharapiata muat raoriant thamaalvas to usa of an 
aducational modal. 

Sacond, taachara, paranta, phyaicana and othara muat damand 
aducationally ralatad goala, ob^activaa and aarvicaa and raaiat 
damanding thoaa that ara madically oriantad. 

And finally, adminiatratora muat aupport a mova from a madical 
modal to an aducetional modal, which might maan providing 
additional paraonnal or supporting a tharapiat who haa dacidad 
1:1 davalopmantal tharapy ia no longar appropriata for a studant. 

A raaourca that I think might ba vary halpful to aoma 
achool tharapiata ara two corraspondanca couraaa givan through 
tha Univarsity of Waahington. Waahington Stata raquiraa that 
tharapiata and othar ralatad aarvicaa paraonnal ba cctifiad 
to work in tha achoola. Thasa couraaa wars davalopad as part of 
tha training procaaa for tharapiata working toward continuing 
laval cartif ication. Tha firat couraa ia a thraa cradit coursa 
which givaa daacribaa tha cartif ication procaaa, givas an 
ovarviaw of working in tha achoola and than, tha na^or portion 
of tha couraa, haa a unit on tha tharapiat^ a rola in tha 
managamant of atudanta with carabral palay. Tha aacond couraa, 
for which tha first is a praraquisits, haa unita on tha 
tharapiata^ rola in tha managamant of atudanta with 
myalodysplaaia, muacular dystrophy and davalopmantal dalay. 
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•xcltttd about th^ coursM b^CQUas they strongly emphasize the 
eduoationsl relevance of therapy - which is what school therapy 
must be all about. 
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